METHODS
To explore the issue of ritual genital surgery, we con ducted an extensive literature review and compared our clinical and community outreach experience with that of other experienced clinicians in the United States and Cmlada, We supplemented this information by soliciting the perspectives of East Africans from Ethiopia, Eritrea, and Somalia. Ninety three percent of African refugees are from these areas: over 80% of women from these countries are circumcised. 1 We conducted informal discus sions and clinical interviews with 40 Somali, 3 Eritrean, and 2 Ethiopiml women, and 5 Somali men, All the Somali women, aged 18 to 68 years, were infibulated. The Ethiopian and Eritrean women, aged 30 to 52 years, had circumcisions ranging from removal of the clitoral foreskin to infibulation. The men ranged in age from 18 to 75.
The men and women were interviewed when they came for routine medical visits to a refugee clinic, or when the interviewer visited them in their homes. Although the study was exempt from federal regulations for the protec tion of humml subjects, verbal informed consent was obtained, and persons who wanted to review and comment on papers that included their ideas were given the opportu nity to do so, Trained medical interpreters assisted all nonEnglish speaking patients. Gender matched interpretation was provided, and interpretation was phrase by phrase with time allowed for cultural annotation. Using notes and quotations from these discussions, and information from the literature and pooled clinical experiences, we de veloped guidelines for caring for circumcised women.
We elicited feedback on the clinical guidelines from U.S. and Canadian clinicians and experts on the practice.
To explore the representativeness of our findings and the cultural appropriateness of our guidelines, we also re viewed our findings with 20 East African women (including 5 of the Somali women initially interviewed) living in the United States, with varying degrees of acculturation. Although they agreed with the majority of points, they had passionate and polar ideas about whether clinicimls
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JCIM s h o u l d s u p p o r t c i r c u m c i s e d w o m e n w i t h o u t J u d g m e n t , or u s e t h e i r social a u t h o r i t y to p u t a n e n d to t h i s practice.
The powerful, visceral r e s p o n s e s this topic provokes u n d e r score h o w difficult this a r e a is for clinicians to negotiate.
TYPES AND TERMINOLOGY
M a n y A f r i c a n w o m e n label t h i s practice "genital m u t i lation," believing " c i r c u m c i s i o n " to be deceptive. O t h e r w o m e n do n o t c o n s i d e r t h e i r b o d i e s m u t i l a t e d a n d find t h e f o r m e r t e r m J u d g m e n t a l a n d i n f l a m m a t o r y . We u s e t h e t e r m " c i r c u m c i s i o n . . Excision e n t a i l s cutting or r e m o v i n g p a r t or all of t h e clitoris, with or w i t h o u t t h e l a b i a m i n o r a a n d maJora. Some w o m e n h a v e only the clitoral p r e p u c e removed, I n f i b u l a t i o n (radical circumcision) is excision a c c o m p a n i e d b y s u t u r i n g closed the introitus, leaving a s m a l l o p e n i n g for p a s s a g e of u r i n e a n d m e n s t r u a l blood, Local c u s t o m s dictate t h e t i m i n g a n d
form of c i r c u m c i s i o n c h o s e n . F e m a l e s a r e u s u a l l y c i r c u mcised b e t w e e n b i r t h a n d 8 y e a r s of age, a l t h o u g h o c c m sionally u p u n t i l t h e b i r t h of t h e i r first child, In two s t u dies, w o m e n p r e f e r r e d m o r e severe f o r m s of c i r c u m c i s i o n t h a n did m e n , ~,s a n d in one s t u d y , e d u c a t e d a n d u r b a n ized f e m a l e s t e n d e d to h a v e less severe forms. 3
HISTORY, EPIDEMIOLOGY, AND LEGALITY
T h e r e are s i g n s of clitoral excision from the skxteenth c e n t u r y BCE. 4 A l t h o u g h m a n y c o n s i d e r it a n Islamic tradition, c i r c u m c i s i o n p r e d a t e s Islam, is p r a c t i c e d b y sev eral religious groups, a n d is n o t p e r f o r m e d in m o s t M o s l e m countries, T h e r e are more t h a n 110 million c i r c u m c i s e d fem a l e s worldwide. It is m o s t p r e v a l e n t o n the African conti n e n t ' s e q u a t o r i a l b a n d (Fig. 3) , Its p r e v a l e n c e varies from over 9 0 % in S o m a l i a to less t h a n l&Yo in Arabic n a t i o n s . 5
Overall, 15% of t h e s e s u r g e r i e s worldwide i n c l u d e infibulm t i o n s / Infibulation is m a i n l y p r a c t i c e d in the h o n l of Africa: over 8 0 % of c i r c u m c i s e d w o m e n in S u d a n a n d S o m a lia are infibulated, r,e T h e prevalence of mild forms, s u c h as r e m o v a l or c u t t i n g of the clitoral p r e p u c e (analogous to m a l e circumcision) is u n k n o w n , a l t h o u g h it h a s b e e n de s c r i b e d in the literature. '-~,x~ T h e p r a c t i c e of female c i r c u m c i s i o n is n o t u n k n o w n in the West. Clitoridectomy w a s p e r f o r m e d into the 1 9 4 0 s to t r e a t m a s t u r b a t i o n , i n s a n i t y , epilepsy, a n d hysteria, xx
In t h e U n i t e d States. p h y s i c i a n s have also i n c i s e d t h e clit o r a l p r e p u c e to t r e a t frigidity, l~ a n d p e r f o r m a e s t h e t i c v a g i n a l l a b i o p l a s t i e s to r e d u c e the size of t h e clitoris a n d labia, is A f r i c a n i m m i g r a n t girls h a v e u n d e r g o n e genital s u r g e r i e s in E u r o p e a n d C a n a d a , a n d L o n d o n p h y s i c i a n s p e r f o r m e d c l i t o r i d e c t o m i e s on r e f u g e e s in t h e 1980s. 5 T h e r e are a n e c d o t a l r e p o r t s of s u c h genital s u r g e r i e s in t h e U n i t e d States, a n d of refugee girls h a v i n g r i t u a l cir c u m c i s t o n s d u r i n g visits to t h e i r n a t i v e c o u n t r i e s .
Female c i r c u m c i s i o n is illegal in several Africml m i d E u r o p e a n c o u n t r i e s a n d in C a n a d a . As of S e p t e m b e r 1997, it will b e illegal in the U n i t e d S t a t e s to c i r c u m c i s e females u n d e r the age of 18 (Prohibition of F e m a l e G e n i t a l Mutilation Act of 1995. H.R. 941, Feb. 14, 1995) 9 The U.S. Con gress also m a n d a t e d the D e p a r t m e n t of Health a n d H u m a n Services to e d u c a t e c o m m u n i t i e s o n the h e a l t h effects of the practice a n d m a k e r e c o m m e n d a t i o n s to medical schools for its t r e a t m e n t . T h e U.S, I m m i g r a t i o n a n d N a t u r a l i z a t i o n Service grmlted political a s y l u m to a Togolese womml, recognizing t h a t h e r likelihood of b e i n g c i r c u m c i s e d c o n s t i t u t e d a bona-fide fear of p e r s e c u t i o n (Dugger C. N e w York Tirr~s. 1996:145:A1, B6-7). T h e r e are n o w public h e a l t h c a m p a i g n s in m a n y c o u n t r i e s t h a t .' ~,, ,,.,:
A 28~year-,;,Id ,S,;,mdi w,;,man requesting detilc,ulati,;,n pri,;,r t,;, marri@ge: IAI r_,erined r@gi,;,n,' I BI ,_-lose-up ,;,t the intr,:,itus,
THE PRACTICE
A l t h o u g h h e a l t h w o r k e r s m a y c i r c u m c i s e f e m a l e s u sing a s e p t i c t e c h n i q u e , medically u n t r a i n e d p e r s o n s u s u a l l y p e r f o r m c i r c u m c i s i o n s w i t h o u t a n e s t h e s i a in n o n m e d i c a l settings. C i r c u m c i s e r s m a y be skilled in traditional medicine, b u t their lack of training in surgery, their poor equipm e n t , a n d t h e fact t h a t the .girl m a y stru.ggle, all s u g g e s t t h a t it is difficult to b e precise in an excision. For infibulation, the w o u n d edges are closed with t h o r n s or s u t u r e s , a n d the thi._~s may be b o u n d together to fuse the labial edges, with a m a t c h s t i c k or twig i n s e r t e d to e n s u r e a p a t e n t Defibulation, cutting or tearing o p e n of t h e s c a r r e d vLaginal tissue, o c c u r s partly w h e n a n infibulated w o m a n h a s intercourse, a n d m o r e extensively w h e n she .~ves birth. In m a n y cultures, a h u s b a n d defibulates his b r i d e after seeing s h e is a vir,~n. A w o m a n m a y be defibulated with a s h a r p i n s t r u m e n t if the h u s b a n d is u n a b l e to p e n e t r a t e , or if he p e r m i t s defibulation by a midwife or relative. 7 W o m e n can be sur,~cally defibulated electively, or for medical reasons. Reinfibulation, m o s t c o m m o n l y practiced in the S u d a n , involves r e s u t u r i n g of t h e introitus after childbirth or widowhood. S o m e sexually active, u n m a r r i e d w o m e n u s e reinfibulation to create a false a p p e a r a n c e ofvi ,rginity. 1~
CULTURAL SIGNIFICANCE
Clinicians w h o w o r k w i t h culturally d i v e r s e p a t i e n t s often e n c o u n t e r p a t i e n t s w h o a d h e r e to p r a c t i c e s t h e clin i c i a n s do n o t u n d e r s t a n d . A s m e m b e r s of n o n c i r c u m c i sing c u l t u r e s , our first r e s p o n s e is to w o n d e r w h y it is perf o r m e d a n d p e r p e t u a t e d , a n d w h a t v a l u e s it signifies a n d s u s t a i n s . We m u s t c u r b a t e n d e n c y to view b e h a v i o r a s r a t i o n a l or irrational f r o m a rarified clinical perspective. R a t h e r , we can see b e h a v i o r s within t h e c o n t e x t of patients' lives a n d r e l a t i o n s h i p s . A l t h o u g h t h e r e is no sin,~e c u l t u r a l e x p l a n a t i o n for female c i r c u m c i s i o n , t h e r e a r e several g e n e r a l p o i n t s to m a k e w h e n a t t e m p t i n g to p l a c e it in an u n d e r s t a n d a b l e context.
First. until recently in the societies in w h i c h it is prac-
ticed, circumcision h a s b e e n regarded as a n e c e s s a r y condition of life. The c o n c e p t of female (and malel circumcision, as with m a n y traditions, can be invisible until people are forced to e x a m i n e it. This m a y explain w h y nearly h a l f of the Nigerians in one s t u d y gave as their r e a s o n for the practice, m a n y A m e r i c a n s . As a 30-year-old infibulated Somali w o m a n explained, "I w a n t doctors to k n o w t h a t the way I look is normal for me." A w o m a n m a y desire circumcision to be marriageable, or chaste, for aesthetics, or to conform to prevalence of female circumcision in Africa, by couniTy. 4~
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tradition. R e a s o n s for deeply rooted traditions are often difficult to articulate, a n d therefore are easily discounted. Second, a l t h o u g h m a n y t r e a t r i t u a l female g e n i t a l s u r g e r y a s a s i n g u l a r p r o c e s s affecting millions of w o m e n . it is n o t a h o m o g e n e o u s practice. T h e t y p e s of s u r g e r i e s a n d r a t i o n a l e s b e h i n d t h e m are a s diverse a s t h e people t h a t practice t h e m . As with all t r a d i t i o n a l beliefs a n d p r a c t i c e s of c u l t u r a l l y diverse p a t i e n t s , it is i m p o r t a n t n o t to overgeneralize i n f o r m a t i o n l e a r n e d from one group, b u t to l e a r n from e a c h p a t i e n t c o m m u n i t y t h e s i g n i f i c a n c e of a p r a c t i c e ( s u c h a s circumcision) for t h e m .
Third, a l t h o u g h eflbrts to elevate the role of w o m e n in African society will m o s t likely i n c l u d e a d i s c u s s i o n of ritu a l genital s u r g e W, w o m e n m a y n o t c o n s i d e r it t h e e e n tral i s s u e of inequality. A f r i c a n s m u s t d e b a t e t h e t i m i n g a n d f r a m i n g of social c h a n g e in Africa w i t h i n t h e c o n t e x t of t h e i r families a n d n e i g h b o r h o o d s , lr T h e m o d i f i c a t i o n or e l i m i n a t i o n of r i t u a l genital s u r g e r y d e p e n d s o n o p p o s i tion by families a n d religious a n d c o m m u n i t y leaders, n o t o u t s i d e r s , h o w e v e r well i n t e n t i o n e d . H e a l t h O r g a n i z a t i o n report.ZS Men a n d w o m e n t o g e t h e r c r e a t e social e x p e c t a t i o n s a n d r e s i s t c h a n g e . A 4 5 -y e a r -o l d E r i t r e m l m a n said.
"My wife w a n t e d to do this. a n d I did n o t object, W h e r e we c o m e from, it is the n a t u r a l practice of o u r people." We m u s t f r a m e efforts to d e t e r c i r c u m c i s i o n w i t h i n the larger family a n d c o m m u n i t y t h a t will b e affected by. a n d res p o n d to, a w o m a n ' s decisions.
MEDICAL SEQUELAE AND THEIR MANAGEMENT
More thin1 h a l f of c i r c u m c i s e d w o m e n m a y e x p e r i e n c e m e d i c a l c o m p l i c a t i o n s , b u t t h e r e are few a c c u r a t e a s s e s sm e n t s of t h e f r e q u e n c y a n d severity of c o m p l i c a t i o n s . T h e l i t e r a t u r e f o c u s e s o n t h e s e q u e l a e of severe f o r m s (especially infibulation), a n d we s h a l l c o n c e n t r a t e on t h i s inform a t i o n . T h e r e are n o a s s e s s m e n t s of t h e c o m p l i c a t i o n s of less severe forms, s u c h a s excision of the clitoral foreskin.
W e s t e r n p r o v i d e r s will m o s t likely e n c o u n t e r d e l a y e d c o m p l i c a t i o n s of infibulation, 1' -~ w h o s e severity u s u a l l y c o r r e l a t e s with t h e e x t e n t of introital o b s t r u c t i o n or s c a rring. I n f i b u l a t e d w o m e n c a n h a v e keloids, a d h e s i o n s , a n d d e r m o i d c y s t s t h a t o b s t r u c t t h e i n t r o i t u s , or f u r t h e r n a r row the v a g i n a l opening. A n o b s t r u c t i v e v u l v a l s k i n diap h r a g m l e a d s to a poor. slow u r i n a r y s t r e a m , dribbling. i n c o n t i n e n c e , a n d v a g i n a l calculi, s~ a n d m a i n t a i n s a b l i n d pouch around the urethra and vagina, resulting in fre quent vaginal and urinary tract infections, ;1 A narrow introitus may also obstruct passage of menstrual blood and result in dysmenorrhea and hematocolpos (painful reten tion and accumulation of blood in the vagina), A narrow introitus may prohibit a pelvic examination or obtaining a clean catch urine sample. In this case, clinicians can diagnose urinary tract infections by the presence of symptoms, bacterturia, and white blood cell counts (bacteriuria alone may be present without infec tion owing to the mixture of urine and vaginal secretions in a narrow introitus). Vaginal candidiasts can be dia& nosed using a cotton swab specimen, and patient symptoms cml be treated with oral. rather than vaginal antifungal agents.
If a woman has recurrent infections, or significant obstruction of urine or menstrual blood, clinicimls can refer her to a L~ynecologist for defibulation or stretching of vaginal tissue, Women with obstructive sequelae may not agree to these procedures prior to first intercourse or marriage. Although such a choice may be frustrating for their clinicians, patients have the right to make this decision. and clinicians cml be invaluable to these patients if they manage these problems medically, and gently present these options again on future occasions, Another set of complications may manifest when women become sexually active. If an infibulated woman's narrow introitus tears "naturally" (by penile penetration) or is cut for first intercourse, local infections and laceration of adjacent tissues may occur. This may lead to ute> ine and rectal prolapse, and vulval lymphedema.;; Physi clans can perform defibulation under local or general anesthesia in an ambulatory setting. ~s,~4 Women who are reinfibulated after birth may again suffer obstructive se quelae, Circumcised women have an increased risk of infertility, in part due to chronic pelvic infections and ob struction to intercourse. ~s There are no carefully controlled studies of the effect of female circumcision on sexual functioning. Most clini clans, however, assume a woman will have diminished sexual sensation if her clitoris is removed, Clinicians should note that some circumcised women report having satisfying sexual relations: one study of 300 infibulated Sudanese women found that the majority reported experiencing sexual desire, pleasure, and orgasm, despite a cul rural norm to hide these experiences. ;e' Fear of frst inte~ course is common among infibulated women, Women may fear the pain of defibulation, or the possible discov cry by their husbands that there was an accidental dis ruption of the circumcision, which could result in social humiliation and familial disgrace. Dyspareunia may occur from difficult penetration, scarring, and mental trauma.
Al~xiety and phobic behavior may occur, as some women psychologically re experience the pain and trauma of the procedure mid its complications, 4 However, the psycho logical sequelae are not well elucidated and deserve further attention.
Obstetric complications are common. If scar tissue ex ists. women must have an anterior episiotomy before delivery, for the inelastic tissue cannot dilate and may cause urethral obstruction, perineal lacerations, and postpartum hemorrhage, and prevent the infmK's descent. Prolonged pressure on the perineum during delivery can lead to avas cular necrosis and atrophy of genital tissue, rectovaginal and vesiculovaginal fistulae. 1.
EXPERIENCE OF CLINICIANS
When American clinicians are first exposed to cir cumcision, they may respond with shock, disbelief, psy chological and even physical distress. In one study, more than 50% of health workers felt horror and revulsion, and over 30% were nauseated on first hearing about infibula tion, :r Providers are often unfamiliar with ritual practices and ways to approach the issue with their patients. Un certainty and discomfort may cause a provider to avoid the issue and their patient, Clinicians who disagree with their patients" choices face a conflict of three sets of values: those of their profes sion (with a tendency to medicalize, or focus on the medical aspects of a practice such as circumcision, isolating it from the complex cultural practice of which it is but one part): their personal (moral. political and social) values: and the unfamiliar values of their patients. Clinicians can learn to separate their feelings about the practice from their obligation to care in a nurturing way for circumcised women. Otherwise, Judgmental attitudes may offend pa tients (who probably had no say in the decision to alter their genitalia), inhibit further medical care. and impair the trust and rapport necessary to discuss health issues and the potential harms of continuing the practice.
CULTURAL CONFLICTS AND MISCOMMUNICATIONS
African immigrants mid refugees in the United States experience a marked discrepancy between their tradi tional culture and their new culture. In general, they have a strong reliance on mid value community affiliation over individualism. In Africa, a male family member's permis sion is often necessary for decisions about reproductive health issues, The American medical system positively values patient autonomy, at times excluding family mem bers during private discussions. Community members or leaders may advise Africml immigrants about where and from whom to seek care, as well as the type of problems appropriate to bring to a medical encounter. News of a troublesome encounter with a specific provider or clinic may quickly spread through an entire community.
In these small communities, interpreters have significmlt social influence, For this reason, patients worry information will be circulated outside the encounter. As a Somali adolescent said. "I am so glad I can speak English, I don't talk to other girls about this--mid the interpreters. negatively to her circumcision, Patients never before exposed to procedures such as pelvic examinations could understandably find these alien as well. Women are also offended by Western clinicimls' tendency to show physical findings to their colleagues. A 34-year-old infibulated Somali woman explained, "Doctors should know we are modest. We don't wmlt to be touched Just so they can see how we are different, and we don't want to be shown to other doctors."
Many refugees who arrive in the United States have spent years in refugee camps, and faced war, starvation, rape, torture, and loss of family, homes, and their way of life, Their priorities are obtaining homes, Jobs. and food. supporting their family members still abroad, and recover ing from the traumas of war and relocation. Many expatri ates plan to return to their country of origin, mid they base decisions for themselves and their families on how these choices will be viewed "back home." For many women, cir cumcision is a source of pride and belonging, and it is widely accepted and expected. In two studies of women in Somalia, for example, all stated they would circumcise their daughters, and most preferred infibulaiion, s.:s When ex posed to Western culture, they face a trmlsition from taking circumcision for granted to living where it is considered "torture" (Rosenthal A. New York Times. 1992:142:A15), an "atrocity," "barbarism" (French M, Washington Post 1992: 115:F1), "unconscionable child abuse," "a brutal, savage practice" (RaspbelTy W. Washington Post. 1993:116:A21), and is usually called "mutilation," Because of these tensions, obtaining medical care can be a harrowing and alien ating experience for circumcised women.
CASE EXAMPLES
We offer exanlples of two common reasons circumcised women seek care, and ways clinicians can work with them, followed by general clinical guidelines:
Case I: Defibulation Prior to Intercourse
An 18 year old infibulated Somali woman came to a refugee clinic to have health forms filled out for English as a second language classes. During the interview, she stated she was not sexually active. An untrained inter preter who was present told the physiciml not to ask about sex, as women of her culture never discussed it. The clinician explained to the interpreter that the topic was also uncomfortable for many Americml-born women. and they discussed a sensitive way to proceed.
They explained to the patient that if she ever did be come sexually active, she would need to take precautions about pregnancy and sexually transmitted diseases. The patient was also informed that if she chose to have intercourse, she would not be Judged harshly mid that if we "opened her" prior to first intercourse, it would be less traumatic, Two weeks later, the woman arrived in clinic with a man she introduced as her boyfriend. She stated that they had decided to marry, but knew that her friends who had been married had been opened by their new husbands and that this caused a lot of pain, bleeding, and other problems. She asked that the clinician open (defibulate) her mid was referred to the gynecology department, where this was performed uneventfully.
Case Notes: The clinician educated this woman in a nonthreatening way so she felt conffortable returning for further consultation. The interpreter taught us how to use culturally appropriate language, and the meanings of various Somali terms. ~'"
Case 2: Vaginal Infection in an Infibulated Woman
A 21 year old Somali woman was seen with an inter preter. She noted pain in her abdomen, especially when she was menstruating. She was fully veiled, and when she spoke of this, she covered her face with her coat and gig gled. The provider said. "I know that some women in your culture have been closed. Sometimes that causes prob lems for them, including pain during menstruation. Were you closed?"
Table I. Recommendations for Working with African Communities
Provide female clinicians and interpreters when possible. Work closely with professional medical interpreters; avoid using family members as interpreters. Have a brief previsit consultation with an interpreter to summarize issues expected for the encounter, become informed about traditional practices, and elicit suggestions for how to proceed, espedally with sensitive issues, Encourage interpreters to discuss potentially offensive questions with you before interpretin~ them to the patient. Make confidentiality explicit. Develop collaborations between communities and your institution (i,e., invite community _groups to educate staff about their culture and encourage students and residents to learn from community _groups), Understand medical and social aspects of traditional surgery, and become comfortable with your own opinions and emotions before seeing patients,
The patient said she had been infibulated by an elder woman in her village as an 8 year old and now had a slow urinary stream (taking 5-10 minutes to pass urine), felt that her menstrual blood got stuck, and recently noted a whitish discharge. Two weeks before this visit, she had been seen by mlother physician who gave her antifungal vaginal suppositories. Although she tried to insert the medication into her narrow introitus (borrowing an insu lin syringe from a friend for this purpose), she was unable to insert much medicine, and the cream would get stuck and thicken in her introitus.
On physical examination, she had been infibulated (though her clitoris was palpable beneath the skin) and her introitus was only 5 mm wide. Cotton swab examina tion of the introitus revealed multiple budding yeast with hyphae. She was treated with an oral antifungal agent for the vaginal infection and given a nonsteroidal anti-inflammatory agent for menstrual pain, with complete resolution of her discomfort. A vaginal ultrasound during her menses revealed no hematocolpos.
The patient was advised that she could have either defibulation or stretching of her introitus, but she refused the procedures. She was told to return if she had symp toms of urinary or vaginal infections, This physician followed the patient for the next 2 years, during which she had no further infections, and no further menstrual pain.
Case Notes: It is important to develop treatment plans based on a woman's unique clinical situation. This woman felt unconffortable telling her first physician that she could not use a vaginal suppository, and was afraid that no other physician would treat her unless she agreed to be defibulated. Although providers may wish that a patient with obstructive complications would agree to defib ulation, they cannot make this decision for the patient.
Providers cmL however, treat patients to the best of their ability, regardless of patients' decisions.
GUIDELINES FOR CLINICIANS:
Health centers can create or eliminate barriers for minority communities by choosing to address the issues their patients consider most important. We offer recom mendations for working with African communities in Table 1 , clinical pearls for treating circumcised women in Table 2 , and sample questions in Table 3 .
Once clinicians establish trust and dialogue with communities, they may receive requests to perform geni tal surgeries on children. Clinicians have a duty to inform families who wmlt to circumcise their daughters, or who are from an area with a high prevalence of circumcision, about the complications of these practices. The physician
Table 2. Clinical Pearls for Treating Circumcised Women
Address patient centered ex-pectations for the medical encounter (do not prioritize circumdsion above patients' own needs and concerns), Ask about circumdsion as part of a reproductive history after establishing rapport with the patient, and ex-plain the necessity of questions about it, Women who have complications often do not attribute them to the procedure. Therefore, ask women specifically ff they have urinary, menstrual, or _~mecologic difficulties, rather than if they have problems due to drcumcision (Table 3) , Ask ~eneral, nonthreatenin~ questions about drcumcision so women who choose to may discuss related concerns. Assess the patient's knowledge of her reproductive system and inform her about anatomy and function before performin~ an examination. Respect the woman's modesty during the examination. As drcumcision does not guarantee "chastity," teach women about contraception. hfform women they can be defibulated electively for problems, or prior to intercourse or delivery. Women with obstructive scar tissue may want to be defibulated prior to first intercourse to avoid traumatic tears on penetration. Pregnant women who have obstructive scar tissue should be defibulated before their second stage of labor, can explain that to perform these surgeries on minors is illegal in the United States, and is currently considered, by many, to be a form of child abuse.
As with all behaviors health workers try to discourage, however, providers should support families, with sensitivity and without sensationalism, or risk a backlash of secrecy and mistrust. Some Africml men may state they want to stop the practice. A 19 yea~old Somali man ex plalned, "I don't need it, I don't want it... women do this thing to girls, not men." However. women may mistrust such modern opinions. A 33 yea~old unmarried Somali womml explained. "I know men say they do not care if women are closed, but that is Just what they tell you, You'll see who they marry they would never marry a girl who is not circumcised,"
The strategy of medicalizing ritual genital surgery and then trying to eradicate it as if it were a disease, without recognizing the larger sociocultural context of which it is but one part. will be unsuccessful, It will continue until societies that practice it decide the practice is damaging to the welfare of women. Only efforts to improve the social and economic status of women, and education from within communities, can alter this practice. In a collaborative e5 fort between health workers and East Africmls in Canada.
for example. 72% of women reported changing their attitudes from pro to anti circumcision, s~ A 55yearold
Somali woman explained, "I am like my mother and her mother, My children are closed. They are safe. pure. Their children, I don't know. This is a different culture, things will probably change."
In our clinical setting, once we gained the patients" and community's trust, women and men would solicit our opinion and advice about circumcising their boys and girls, mid community members would occasionally inform us of persons hoping to circumcise their daughters, so we could Refugees may adhere to traditions to remain part of the culture and country to which they hope to return.
Many women fear uncircumcised children will not be part of their cultural lineage, will have genitalia considered un clean or ugly, and will not be protected from external and internal pressures to be inappropriately sexually active. without a chastity belt of flesh. A 23 year old Somali woman lamented about her 3 year old daughter, %Vho will protect my daughter from the men at day care. and who will protect her from herself when she is older?"
Other women are eager to stop the practice. Both groups of women will need the support of community members and clinicians in initiating this cultural change.
In conclusion, clinicians face a challenge when pro- 
